possible even without professional help (Chambers et al., 2015) but is a complex phenomenon that requires further investigation (Kartalova-O'Doherty & Tedstone-Doherty, 2010; Otte et al., 2016) .
It is widely accepted that sociocultural context plays a significant role in experiences and perceptions of recovery (Jacob, 2015; Onken, Craig, Ridgway, Ralph, & Cook, 2007; White, 2007) and that culture differences influence the expression of depression (Amini, Negarandeh, Cheraghi, & Eftekhar, 2013; Bhugra & Bhui, 2018) . Indeed, several studies have explored the process of recovery from MDD in different sociocultural contexts using grounded theory (e.g., Ridge & Ziebland, 2006; Skärsäter & Willman, 2006) . This research suggests that recovery from depression is a reciprocal process occurring at any age and at each stage of depression. Recovery from MDD in different population groups can be defined differently. To support the role of the patients in their recovery, the support and education of nurses and specialist personnel in facilitating and expediting the process is undeniable. However, there is a dearth in the availability of evidence regarding recovery in many cultures, with much current research focusing on Western societies. One country where such sociocultural factors are underresearched is Iran. MDD cases in Iran have been characterized by a high expression of somatic symptoms (Amini et al., 2013; Zarean et al., 2014) , potentially alluding to cultural differences in progression and recovery (Torkan et al., 2014) . The aim of this study was to explore the process of recovery from MDD within an Iranian sociocultural context. Corbin and Strauss's (2008) grounded theory approach was used in this study to construct theory regarding recovery from MDD in Iran.
Method

Participants
Participants were patients with MDD living in Zanjan Province, Iran. Most of the patients were those under medical and psychological treatment. However, the treatment was discontinued for the participants who had recovered completely.
The inclusion criterion was patients experiencing the first episode of MDD (whether by their own report, or diagnosed by their psychiatrist or nurse), had completely recovered or were in a state of recovery, and were able to share experiences of recovery from MDD. Purposive sampling was employed for recruiting patients with MDD who were experiencing recovery. Furthermore, theoretical sampling was used to reach theoretical saturation of emerging concepts. We reached theoretical saturation after collecting data from 20 participants. Data saturation was reached once no additional themes were found from the reviewing of successive data (Guest, Bunce, & Johnson, 2006) . Calls were made to check the recovery process in the patients. The patients who had completely recovered were identified by a psychiatrist and were included in the study. Participants' characteristics are shown in Table 1 .
Study Setting
Initially, the setting in this study was the neurotic part of Dr. Beheshti Hospital of Zanjan, which is the only state educational psychiatric hospital in Zanjan, and where the patients with MDD are admitted. In order to have access to patients in different stages of recovery, a private clinic of one of the physicians and the psychiatric clinic affiliated to the University of Medical Sciences of Zanjan were included in the study setting.
Data Collection
Data were collected from April 2012 to October 2013 through semistructured interviews. Twenty-three interviews were conducted face-to-face. Four follow-up interviews were conducted telephone interviewing, giving a total of 27 interviews. It should be noted that five participants were interviewed twice and one participant was interviewed three times (Table 1) . The second and third interviews were conducted for the patients who had a dramatic advance in the recovery process after discharging. The interviews were conducted by a psychiatric nurse (KA) with 14 years of working experience in psychiatry. There was no defined relationship with patients during the study. Interviews were conducted in a private clinic room. Interview length ranged from 20 to 60 minutes, with a mean of 40 minutes.
The researchers sought to obtain maximum diversity within the sample, including participants from both sexes, different age-groups (young, middle age, and elderly), with different marital status (married, single, divorced, and widowed), living in the city (places with more than 8,000 inhabitants) and village (with 100-8,000 people), with different job positions, and different educational levels (illiterate, low literacy, or with academic degrees).
A short introduction took place prior to interview to explain the study aims and to obtain informed consent. It is worth noting that, in the present study, the participants were midway along a process of recovery. In the process of obtaining informed consents, first, the first author verbally introduced himself as the main executor of the program and provided the patients and responsible family member with some information regarding the aim of study, its methodology, and the principle of discretion. In the next step, the participants were provided with the informed consent form, which was previously signed by the researcher, to read it and then sign it at their sole discretion. The interview began by asking the open-ended question, "Would you please explain about your current status?" In this study, probing questions were used to elicit more information from the patients. For example
The researcher: Can you explain the changes that happened in your conditions? The patient: I can sleep better and more. The researcher: How long does it take for you to go to sleep? The patient: Half an hour. The researcher: How long did it take before? The patient: At least 3 hours The researcher: How many hours can you sleep? The patient: It's about 7 hours to wake up. The researcher: How about before? The patient: Not many, maybe 3 hours.
All interviews (save No. 9, which was documented manually) were digitally recorded and transcribed verbatim. Filed notes were written in parenthesis at the end of each interview.
Ethical Considerations
Informed consent was obtained from all participants. Their right to voluntarily withdraw from the study was protected. All data were anonymized, with participants given pseudonyms, and interviews transcribed verbatim. The Ethics Committee of Tehran University of Medical Sciences, Tehran, Iran, approved the study.
It should be noted that patient safety was paramount in the process of data collection, and took precedence over data collection. For example, during a telephone interview with one of the admitted patients (No. 13), the researcher realized that despite a relative recovery in the first interview, the symptoms had recurred. Therefore, the psychiatrist was informed of the patient's conditions. His wife was called to cooperate with the follow-up team of the patient's recovery process in the community -a program developed Dr. Beheshti Hospital to check and follow up the patients' recovery process in the community. Considering his condition and thoughts of suicide, the patient was hospitalized again.
Data Analysis
The Corbin and Strauss (2008) approach was used to data analysis. A variety of techniques (including questioning, constant comparison, and paradigm model) were used to mine the data for concepts, context, and process. Theory was developed throughout this process through writing of memos. These were reviewed to discover interrelationships between concepts and categories (Corbin & Strauss, 2008) . Story lines and diagrams for generating theory and identifying core categories were also generated. Data gathering and analyses were carried out by the first author (KA) under the supervision of the corresponding author (RN). The collection process was monitored by the research team in periodical meetings. Analysis and interpretation were carried out by the research team, using Microsoft Word and MAXQDA Version 10.0 to facilitate coding, categorizing, and retrieving data.
Trustworthiness
The Lincoln and Guba criteria of credibility, dependability, confirmability, and transferability were used to ensure the trustworthiness of the study (see Polit & Beck, 2012) .
To enhance credibility, we used member-check, wherein the extracted codes and categories from the data were examined and confirmed by the participants. As well, to improve the credibility of the results, maximum variation in sampling regarding participants' age, gender, recovery progress, and socioeconomic status was considered. To increase confirmability and dependability, an external audit was used. During the external audit, the correctness of analysis was validated by two experienced researchers in qualitative research. Furthermore, for transferability, the participants and the context of the study were described in detail.
Results
According to the statements by the participants, MDD is characterized by "loss of integrity of the self" indicated by "emotional disturbances," "turmoil in the process of thinking," "cognitive decline," "somatization," and "disability in everyday life" (Amini et al., 2013) . "Failure in life" due to some negative personality traits (e.g., excessive sensitivity in interpersonal relationships and excessive sympathy, dependency, and novelty seeking) and lack of effective coping skills were included in some causes of the state of "loss of integrity of the self." However, "lack of access to appropriate health care/ inefficient health care system," "poverty," "social stigma," and "(different) understanding of social support" were found as the influential factors on the participants' conditions. Participants reacted to the loss of integrity of the self by employing both effective and ineffective strategies.
Effective Strategies
Effective strategies were employed either in a logical and specific sequence or concurrently. According to participants, effective strategies are the uncomplicated ways by which the patient can consciously cope with MDD, feel better, and have control over the situation. Effective strategies adopted by participants were as follows: 
Reconnecting With God and Spirituality.
One of the other effective strategies to deal with the disease mentioned by some participants was reconnecting with God and asking Him for help. Some had used this strategy prior to referral, the result being a "spiritual awakening" in some of the patients. Participant 9 (a 35-year-old male) reported experiencing recovery through prayer. He described his life now as happy and prosperous.
I owe my health to GOD. I got up (one day), I got ablution and prayed two Rak'ats (unit of prayer) and asked GOD for help. You can't believe how good I felt, I laid on my bed for half an hour, then I got up, I could feel changes. I didn't feel too tired, I could feel that GOD is with me and heard me. I prayed and asked GOD for help again. I vowed. A few days passed and I talked with GOD every day and I felt I'm getting better and better . . . I told you I think the most important factor in restoring my health was GOD. . . . In fact, GOD helped me more than the others. 
Using Complementary Therapies.
Some patients choose to participate in therapies other than drug therapy, which either historically or culturally are considered as positive methods to treat MDD. These included using herbal therapy, or participation in a therapeutic treatment not prescribed by the psychiatrist. Participant 16, said,
As recommended by friends and relatives, I went to a meditation class every day or every other day and was taught how to enjoy life. The other thing I think was useful for me to get rid of depression was using herbal distillates such as pussy willow, ox tongue, honey, and saffron.
Employing Strategies for Coping With Multiple Coincident
Stressors. According to some participants, employing strategies to cope with stress helped their recovery. These strategies sometimes focused on resolving problems or on reducing the stresses and anxieties of everyday life. A variety of strategies were used to maintain the integrity of the self, including resorting to spirituality and the Quran, recreation, shopping, or leaving stressful situations, and so on. 
Ineffective Strategies
Ineffective strategies fell into the two subcategories of passive ineffective strategies and active ineffective strategies. Both are explained below. It should be stated that many of these can also be seen as symptoms of depression (e.g., excessive sleep, social withdrawal) and therefore not conscious choices per se but symptoms and therefore barriers to recovery.
Passive Ineffective Strategies. Some participants attempted to fight depression with ineffective strategies (that do not aid recovery). One of the passive ineffective strategies adopted by participants was "doing nothing." Participants adopted this strategy in different phases of recovery from MDD, particularly in the preliminary phases. The other passive ineffective strategies adopted in preliminary phases included showing patience and deliberate indifference toward problems. Deliberate indifference involved consciously attempting to pay no attention to symptoms, in the hope of achieving spontaneous recovery. This strategy differed from the defense mechanism of denial, in that denial denotes unconscious refusal to accept problems, while deliberate indifference denotes a more conscious process.
In the first phases of the disorder, some conditions irritated me. I felt I had changed, and was not like before. However, I attempted to disregard these feelings and to suppose that nothing had happened to me. (Participant 5) Passive ineffective strategies were not helpful and left participants with feelings of fatigue, frustration, and despair. The fatigue participants experienced was both physical and mental. Patients with such feelings paid little attention to recovery and treatments. Some participants had used strategies such as excessive sleeping and avoiding interpersonal relationships to detach from personal problems or to evade personal responsibilities and religious duties. Some expressed resignation and sought comfort and rationalization in Divine providence, stating, "Whatever God wants will happen." Many participants experienced anxiety over a variety of issues, including interpersonal relationships, fear of the future, and fear of sudden death.
Active Ineffective Strategies. Active ineffective strategies were the second subcategory of ineffective strategies. These encompassed actively employed behaviors, interactions, and emotional responses that have no positive effect on participants' recovery, potentially hindering recovery. These strategies included (but were not limited to) self-stigmatization, self-blaming, projection, aggression, excessive crying, referral to specialists in areas other than psychiatry, high-risk behaviors, attempts for forgetting unpleasant experiences, frequently changing the treating physician, and oversensitivity in interpersonal relationships. For instance, Participant 5 showed projection and accused her father of paying little attention to her symptoms:
My current problem is my father's fault . . . he used to deny my disorder and say, "You aren't sick. This is a transient problem." He wanted to comfort me. For instance, he said, "Can you remember that we wanted to slaughter a hen when you were a child and you were sad about that? Your current sickness is the same. You will cope with it very soon." [The result of my father's attitude is that] I'm suffering from this disorder now.
Integrity of Self
The core category of the study was "Attempting to Restore Integrity of the Self'." This centered around participants trying to reclaim aspects of themselves they had lost through depression. Specifically, this included participants attempting to restore health and attempting to reacquire lost abilities.
Attempting to Restore Health. MDD had caused participants physical, psychological, social, and spiritual problems. Symptoms of MDD were experienced in emotional, cognition, and physical domains. Nevertheless, many participants were on a journey of recovery to develop a sense of health and well-being. This was often referred to as "an attempt to get rid of the cage." Participants' most important aims in their attempts to restore health were stopping feeling ill and starting feeling healthy, feeling peaceful (i.e., reducing anxiety), regaining appetite, reestablishing good sleeping patterns, reducing feelings of guilt, becoming free from despair, developing optimism, avoiding aggression, and eliminating negative self-image, physical pain, depressive feelings, fatigue, or lassitude:
When I was ill, I used to cry every day. I was very tired both physically and psychologically. I was disappointed with everything. I contemplated suicide and wanted to leave this world. I was in a predicament. I felt that I did not have anything in the world, and I told myself 'Why should I stay in the world?' I liked nothing at all. Gradually, I got better. Now, I have none of those problems. Thank God. . . . I don't cry anymore, I'm happy now, I can sleep at nights and I don't have nightmares, life is beautiful to me, I feel good in general; you know, I appreciate my life . . . (Participant 19) Attempting to Reacquire Lost Abilities. MDD affected on various attributes, including cognitive (memory, concentration, decision making), affective (optimism, enjoyment), and social (effective management of personal and social affairs). Participants' attempts to restore integrity of self had helped them reacquire some of these lost abilities and skills. Two participants (7 and 9) noted that after attempting to restore integrity, their symptoms were alleviated, abilities and skills were reacquired, and they attained higher levels of health and functionality than before.
I experienced some unpleasant conditions before falling into depression which have been alleviated now. For example, I can refer to oversensitivity, competing with others, having a sense of inferiority when being with others, being afraid of starting new activities, and inability to complete activities. In spite of attempting to restore integrity of self, only a handful of the participants had achieved desirable outcomes and experienced what they considered to be complete recovery. The majority of participants felt they had achieved partial recovery but wished to experience further improvement. Accordingly, we use the term partial recovery for referring to this state. For others, the process of attempting to restore integrity was not fruitful, and they had neither experienced symptom alleviation nor reacquired abilities and skills.
A subsection of participants had experienced relapse after partial recovery. According to these participants, relapse could be attributed to incomplete treatment, inattention to underlying causes, and physicians' inattention to residual signs and symptoms. Participant 13, who had experienced relapse noted, My doctor discontinued my medications. I had achieved partial, not complete, recovery. I was still worried and sad. I didn't like to go to parties and do things like that. Ten to 12 days after discontinuing medication, it recurred and I became like before. . . . Now, I'm blue and gloomy and have headaches. We owe debt and can't pay it back. All these problems are preoccupying me and I'm angry, agitated, and nervous about them. I can't tolerate them . . . I cry . . . I'm going mad . . . I'm not in a good mood, can't tolerate children's noise, and get angry about that.
Theory Development
MDD is a phenomenon where individual's integrity is lost due to emotional paralysis, thinking disturbance, cognitive decline, and particular physical symptoms (somatization). The loss of integrity results in impairment in daily life. Under such conditions, the patient tries to recover his or her lost integrity by adopting particular strategies. Part of such strategies are effective and contribute to an improvement process (e.g., consciously deciding to fight, reconnecting with God and spirituality, seeking help from others, etc.). Other strategies can be ineffective. These not only do not play any positive role in achieving any improvement but also challenge the improvement process. The ineffective strategies are subdivided into two categories: active and passive. Examples of passive strategies include doing nothing, excessive sleeping, and so on. In contrast, self-stigmatization and self-blaming, excessive crying, projection, and changing the physician are among the active ineffective strategies. Indeed, recovery from MDD can be aided by the restoring of the integrity of the sense of self, through employing internal strategies. This process can be hampered by external aspects of the social world, including poverty, inefficient health care system, and social stigma. The aim of this process is to restore health and reacquire lost abilities and skills. The outcome can be either complete recovery, partial recovery, no recovery, or relapse (Figure 1 ).
Discussion
This study explored the process of recovery from MDD. Findings showed that the process of recovery from MDD involved "attempting to restore integrity of the self." This process was unique to each participant. Ridge and Ziebland (2006) reported similar findings, underlining the individual nature of the experience of MDD. Some of their participants equated recovery with symptom alleviation and regaining functional capacity, while others equated recovery with moving away from depression and disability toward "normal" functioning. The latter group believed that recovery is the ability to have a fruitful life in spite of experiencing symptoms of depression. These varying viewpoints reflect different perspectives on recovery. Traditional views focus on symptom alleviation and clinical recovery, while a recovery-orientated approach centers on the service user's perspective (Gale & Marshall-Lucette, 2012) . The results suggest that there is a cohort of service users within Iran who share the traditional view. Participants explained their experiences of MDD by focusing on symptoms and difficulties caused by MDD. Consequently, they equated recovery with getting rid of the symptoms and reacquiring lost skills and abilities. These findings that imply a biomedical understanding of depression is still prevalent in Iran. Previous studies also proposed the same biomedical-oriented focus for recovery from depression (e.g., Kirsh et al., 2008) and other psychiatric disorders (e.g., Hasson-Ohayon, Kravetz, Meir, & Rozencwaig, 2009; Hoff, 2008) . Despite many critiques of the biomedical approach, this model's use is widespread (e.g., Anderson & Hope, 2008; Hasson-Ohayon et al., 2009) . According to this model, the underlying causes of mental disorders are genetic and neurological factors. Consequently, this model considers drug therapy as the primary treatment modality (Dejman, Ekblad, Forouzan, BaradaranEftekhari, & Malekafzali, 2008 ).
An important finding of this study was that while attempting to restore integrity, some participants attained higher levels of health and functionality compared with their predepression status. This finding challenges the biomedical model. Participants also highlighted the role of social and environmental factors in developing MDD, and they adopted different strategies for achieving recovery. This is in line with the empowerment approach advocated by Crossley (2004) . Moreover, participants also equated recovery with developing a sense of health and well-being. This is congruent with the psychological model of recovery (Anderson & Hope, 2008) . Accordingly, the biomedical model cannot be the sole prism through which to view recovery.
Findings also revealed that three potential outcomes of attempting to restore integrity were "complete recovery" (for a minority of participants), "recurrence," and "partial recovery" (for the majority). This is in line with the findings of the previous studies (e.g., Mechakra-Tahiri et al., 2013; Novick et al., 2017) . However, the proportions of these three outcomes in previous studies differ from each other due to differences in the definitions of recovery from MDD, and the study populations (Mechakra-Tahiri et al., 2013; Novick et al., 2017) .
Two important points regarding the recurrence of MDD were relapse rapidity and frequency. Ten Have et al. (2018) also reported a high recurrence rates. Indeed, some authorities refer to MDD as a recurrent disorder (Chambers et al., 2015; Young et al., 2017) . Our findings revealed that the most important reasons behind recurrence were incomplete treatment of MDD, physicians' inattention to residual signs and symptoms after partial treatment, and health care professionals' inattention to the underlying causes of MDD. Previous studies also have confirmed the role of these factors in MDD relapse (e.g., Nasser & Overholser, 2005; Verhoeven, Wardenaar, Ruhé, Conradi, & de Jonge, 2018) . Accordingly, combination therapy has been proposed for MDD management (e.g., Bockting et al., 2018; Trivedi, 2006) , and the absence of combination therapy is deeply felt in our sample.
This study offers fresh insight into the perceptions of recovery from MDD in an Iranian population. Participants' readiness to draw attention to health professionals' failings suggests a cultural shift from affirming the knowledge of hierarchical structural authorities to one where authority can be challenged in appropriate circumstances. The study also has implications for mental health nursing worldwide. The results provide evidence of the ideas and core concepts surrounding recovery beginning to be absorbed by patients within mental health populations, and thus challenging the prevailing and long-standing hierarchies and theories regarding the management of MDD. The absorption of this message consequently demands a more recovery-focused approach from mental health nursing in both policy and practice, in order to meet the changing demands and expectations of patients.
Limitations
Given the limited transferability of qualitative findings, the results of this study may not be applicable to populations with other cultural norms. Further research would generate a wider range of experiences.
Conclusion
MDD is a disorder that can overwhelm the patient and affects the whole of life. Recovery from MDD is unique to the individual, which is sometimes disrupted and reversed. Both the afflicted individual and external resources can affect the recovery process. The attempt to restore integrity of the self can result in achieving a higher level of performance and health than was previously experienced. Given the uniqueness of the process of recovery from MDD, simple models of recovery from mental disorders cannot adequately capture it. Consequently, health care professionals need to avoid adopting a one-size-fit-all approach for managing MDD. In fact, interventions for MDD management are recommended to be recovery oriented. In other words, after accepting the disorder by the afflicted individuals, interventions should be focused on enhancing their personal capacities and abilities according to their own preferences.
